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king van die dieper weefsels, op 'n vroee stadium te ver-
wyder, maar om in geval van die meer gekompliseerde ge-
val aanvanklik konserwatief op te tree as dit moontlik is.
As daar egter enige komplikasies bykom, spreek dit van-
self dat operasie nodig word ongeag die ouderdom van die
pasient. In 19. geval is dit natuurlik noodsaaklik dat die
gevare van 'n vroee ingreep deur die chirurg in gedagte
gehou word en die operasie met groot versigtigheid gedoen
word deur iemand wat met die anatomie en die fisiologie
van die neus vertroud is. Algemene narkose is nodig om 'n
diep disseksie moontlik te maak, en die steel van 'n sist
moet gevolg word tot aan sy einde-al gaan dit tot by die
dura mater-om herhaling van die toestand te voorkom.
Lekkasie van serebro-spinale vog gedurende so 'n disseksie
is nie buitengewoon nie, en die chirurg moet hierop voor-
berei wees.
Herhaalde operasies aan die neus waar die diagnose van
dermo'iede siste gemaak is, is nie onbekend nie; en as dit
in gedagte gehou word dat dit in meeste gevalle voorkom
kan word deur, eerstens, bewus te wees van die moontlik-
heid van 'n dermolede sist en, tweedens, die regte behande-
ling toe te pas, dan is dit wenslik om enige geswel aan en
rondom die neus met die nodige agting te bejeen.
OPSOMMING
Drie gevalle van dermo'iede siste van die neus word be-
skrywe. oemenswaardig van 2 van die gevalle is dat hulle
in dieselfde familie voorgekom het. Die embriologie, pato-
logie en kliniese beeId word bespreek, asook in bree trekke
die behandeling daarvan.
SUMMARY
Three cases of dermoid cysts of the nose are described.
It is of particular interest to note that 2 of these cases
occurred in the same family. The embryology, pathology
and mode of presentation are discussed, together with an
outline of the treatment.
Ons betuig graag ons dank aan dr. D. H. Walker, onder wie
se sorg die pasiente toegelaat is tot die Kinderhospitaal, asook
aan dr. H. van Wyk, superintendent van die Algemene Hospi-
taal, vir verlof om die gevalle te publiseer.
VERWYSINGS
1. Nydell, C. en Masson. J. K. (1959): Ann. Surg., 150, 1007.
2. Crawford, J. K. en Webster, J. P. (1952): Plast. Recomtr. Surg., 9,
235.
3. Erich. J. B. en Johnsen, D. S. (1953): Amer. J. Surg .. 85, 104.
4. Aird. I. (1957): Companion in Surgical Swdies, 2e uitg .. p. 98. Edin-
burgh: E. & S. Livingstone.
5. His (1892): Aangehaal deur Holdsworth. W. G. (1963): Cleft Lip and
Palate, 3e uitg., p. 14. Londen: W. Heinemann Medical Books Bpk.
6. Streeter. G. L. (1948): Ibid.
7. Griinwald. L. (1910): Z. Ohrenheilk .. 60, 270.
8. Litllewood. A. H. M. (1961): Plast. Reconstr. Surg .. 27, 471.
9. Idem (1961): Brit. J. Plast. Surg .. 14, 169.
10. Rosedale, R. S. (1942): Ohio St. Med. J .. 38, 132.
11. Stuoka (1938): Misbildungen uoo Anomalien der Nose IIIld des Nasen-
racher-ranmes, p_ 319. Stuttgart: JuJius Springer.
12. New, G. B. en Ericb. J. B. (1937): Surg. Gynec. Obstet.. 65, 48.
13. Fumiss. F. W. (1938): J. Laryng .. 53. 314. .
14. Macomber. W. B. en Wang. M. K. H. (1953): Plast. Reconstr. Surg.,
11, 215.
IN VITRO KIDNEY STORAGE
1. HYPOTHERMIA AND HYPERBARIC OXYGEN
J. R. W. ACKERMA/'o.'N, M.B., CH.B., A/'o.'D C. N. BARNARD, M.D., M.MED.. M.S., PH.D., F.A.C.S., Department of
Surgery, University of Cape Town
Currently, progress in organ transplantation is limited by
three major obstacles-technical limitations, immuno-
logical problems and the acquisition and storage of organs.
Certain transplantation techniques have become standard
experimental procedures and, more recently, a growing
number of medical centres have produced well-documented
clinical reports. Investigation of the immunological barriers
which exist between all human beings (uni-ovular twins ex-
cepted) is widespread. The present rate of progress will
soon create a need for successful organ storage.
With hypothermia, successful kidney storage is possible
for up to about 6 hours and this method is used in human
cadaver graft programmes.'·3 However, for large-scale
clinical homotransplantation, prolonged storage for 24
hours or longer is essential. During this storage period it
may eventually be possible to attack graft antigenicity and
to assay function of the organ before transplantation.
This report concerns experiments performed in an
attempt to achieve reasonable physiological function in a




Adult mongrel dogs, weighing from 25 to 45 lb., are
anaesthetized with intravenous pentobarbitone sodium. in-
tubated and manually ventilated. The right kidney is used
because of anatomical suitability. Three different surgical
procedures are involved:
1. Right nephrectomy. A right, muscle-splitting incision
is used with careful dissection of the ureter, renal artery
and vein. The vessels are ligated as close to the aorta and
inferior vena cava as possible. The ureter is transected
approximately 10 cm. from the hilum of the kidney.
2. Reimplantation of the kidney (after 24 hours'
storage). The renal artery and vein of the graft are anas-
tomosed to the common carotid artery and external jugular
vein, respectively, of the same dog. A muco-cutaneous
ureterostomy is created in the mid-line of the dog's neck.'
3. Left nephreclOmy. The dog's left kidney is removed
through a left-sided, muscle-splitting incision, either imme-
diately after reimplantation or 2 - 3 weeks later.
Perfusion (Fig. 1)
The isolatecl kidney is perfused twice-immediately after
the initial nephrectomy and just before reimplantation into
the dog's neck.
Perfusate: 500 ml. of Rheomacrodex in normal saline,
50 ml. of 1% Leostesin and 15 mg. of heparin, at a
temperature of 2° - 5°C.
Method. The renal artery is cannul-ated with a size 15
blunt needle connected to a syringe. The kidney is perfused
under low pressure (80 - 120 mm.Hg) until the return from
the renal vein is clear (150 - 250 ml.). Before reimplanta-
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tion, at least 100 ml. of fluid is perfused through the
already bloodless organ at very low pressure (40 - 60
mm.Hg). No antibiotic is added to the perfusate.
Fig. J. Immediate cold perfusion of the isolated kidney
after nephrectomy, by renal artery cannulation using a
blunted size 15 needle attached to a syringe.
Storage
During storage, the kidney is totally immersed in a spe-
cially prepared solution. This solution is precooled to the
required temperature.
lmmersate: Rheomacrodex in saline, 0·92 G /100 ml.,
potassium chloride, 0·042 G /100 m!., calcium chloride,
0024 G /100 ml., sodium bicarbonate, 0·015 G /l00 ml.,
and dextrose, 0·10 G /100 ml. This, in effect, is a Iow-mole-
cular weight dextran-Ringer's balanced physiological
solution. No antibiotic is added to the immersate.
Method of Cooling
A standard, easily regulated refrigeration system is used
to attain temperatures of 2 ° - 10°C. For sub-zero tempera-
tures, a special deep-freeze unit is used.
Both perfusate and immersate are pre-cooled, the former
to r - SaC and the latter as required. The donor animal is
not surface-cooled.
Re warming
At the end of the 24 hours' storage, at whatever tem-
perature used, the kidney is perfused for the second time
at r - SoC. While the vascular anastomoses are completed,
the kidney is placed in a previously-fashioned sac in the
dog·s neck, deep to the panniculus carnosus. The kidney
surface is thus exposed to body temperature and is thus
rewarmed during the 20 - 30 minutes while the blood
supply is reconstituted.
Hyperbaric Oxygenation
A hyperbaric oxygenation chamber was manufactured
locally to our own specifications (Fig. 2).* This chamber
stands on a funnel-shaped pedestal to ensure stability. It is
circular, 12 inches high and has an internal diameter of 9
inches. The dished lid is secured by means of 4 swing bolts
of ample capacity. A dished head closes the lower end of
the chamber, which is made from high-grade stainless steel.
Within, there is a perforated, removable bottom plate
below which the thermometer projects. Two nipples of 2
, A"ecor (PlY) Ltd. Paro\\". C.P.
4
mm. internal diameter are positioned in continuity with 2
similar nipples on the exterior of the chamber, and are
easily blocked if required.
Fig. 2. The hyperbaric oxygen chamber which is com-
pressed to 3 atmospheres absolute. Starting at the upper
end, the fittings on the side-wall are: quick-coupling
connector, exhaust valve arid low-reading thermometer.
The pressure gauge (on the lid) shows that the chamber is
compressed to 3 ATA.
The external fixtures consist of a pressure gauge reading
up to 60 Ib./sq.in., a 40° - 110°F thermometer, a quick-
coupling oxygen connector for recompression, an exhaust
valve and a safety valve which operates at 52 Ib./sq.in. (2
Ib./sq.in. above working pressure). The chamber is tested
to 75 Ib./sq.in. and has a working pressure of 50 Ib./sq.in.
The whole unit is sterilized with the lid off and is re-
sealed immediately, the inside remaining sterile. Pre-
cooling is effected and the chamber is not removed until
the isolated kidney has been perfused for the first time. The
kidney is then immersed in the pre-cooled solution in a
glass beaker, and is placed in the chamber. After com-
pression, the apparatus is returned to the refrigerator sys-
tem, where constant temperature and pressure are main-
tained throughout the 24 hours' storage.
The chamber is compressed using a standard oxygen
cylinder at 2,000 Ib./sq.in., by means of a reducing valve.
In all experiments using hyperbaric oxygenation a pressure
of 3 atmospheres absolute is used. Decompression is done
over 5 - 10 minutes, by means of the single exhaust valve.
Experimental Groups
Group 1-9 dogs. Cooling to 2° - 5°C; 24·hour storage.
Four dogs underwent immediate left nephrectomy after re-
implantation and five 2 - 3 weeks later.
Group 11-4 dogs. Freezing at _5° to -10°C; 24-hour
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*The only significant survivors "'ere obtained in group V after late contralatera
nephrectomy.
TABLE I. THE OVER-ALL RESULTS OF IN VITRO STORAGE IN THE
5 GROUPS, USING HYPOTHERMIA, FREEZING A 'D HYPERBARIC
OXYGEN, SI 'GLY A. '0 IN VARIOUS COMBl 'ATIO 'So
No. Oxygen
Group of Storage avail- Staging of contralateral Sunil'ors
dogs temperafllre ability nephrectomy
9 2" to 5'C 4 immediately after reim-
plantation,
5 at 20-28 days
2 4 _5° to-IO C These kidneys were function-
less and left nephrectomy
was never possible
4 _5° to -W'C 3 ATA As in group 2
4 ±3rC 3ATA 1 at 26 days post-reimplanta-
ticn
In a small minority, left nephrectomy and reimplanta-
tion were simultaneous, with no set indication for doing
this. Survival was accepted if the animal was alive and
reasonably well 14 days after left nephrectomy, being sus-
tained for this period by the reimplanted, stored kidney.
In those animals where a late left nephrectomy was per-
formed, the criteria for the removal of the left kidney
were:
(a) adequate urinary output volume, assessed both be-
fore and after an intravenous water load;
(b) absence of any marked abnormality of urinary sedi-
ment, particularly casts;
(c) proteinuria of 2 + or less;
(d) normal size, shape and consistency of the reimplan-
ted kidney;
(e) urinary urea approximating that measured in the
urine excreted by the remaining, normal kidney.
In these cases too, survival was accepted if the animal
was alive and reasonably well 14 days after left nephrec-
tomy. The over-all results of the experiment are depicted




3 ATA 4 Immedjately,
6 at 20-28 days
10
Group I (9 Dogs): Simple Hypothermia between r and
JOC for 24 Hours
Immediately after storage, these kidneys were soft and
white. After restoration of the blood supply there was a
mottled, pink but relatively normal appearance. A size in-
crease of one-third to half of normal occurred. In con-
sistency the kidneys were tense to the point of rubbery
hardness. There was an invariable ooze of darkish coloured
blood from the area denuded by capsulotomy.
The reimplanted kidney was closely observed for 30
minutes after completing the vascular anastomoses. There
was usually a noticeable colour alteration from pink to
a darker, more congested, appearance, although both con-
sistency and size of the kidney remained constant. Within
this observation period, a few drops of clear urine were
usually excreted.
The immediate flow of urine prompted the simultaneous
left nephrectomy in the first 4 animals in group 1. None of
these survived longer than 3 days and all 4 deaths were
due to uraemia-even though small amounts of urine were
still passing at the time of death.
The remaining 5 dogs underwent contralateral nephrec-
tomy between 20 and 28 days after reimplantation. At this
stage there were no established criteria for assessing the
In vestigations
The following investigations are performed daily to
assess the function of the reimplanted kidney and to ensure
that no diagnostic criteria of threatened rejection manifest
after storage:
1. Urine-approximate volume, protein, stained urinary
sediment smear," catalase,' urinary urea.
2. Blood-urea, nitrogen.
3. Local examination of the grafted kidney, with special
attention to its size and consistency.
4. General examinaEion of the dog-pulse rate, tempera-
ture, blood pressure.
Treatment
Antibiotics are administered only for specific indications,
and then for 5 days (routine: penicillin 1 million units
daily and streptomycin 1 G daily).
Intravenous infusions either of half-normal saline or a
balanced electrolyte solution are administered during
operation and for 2 days postoperatively.
The animals are fed a standard diet and are exercised
daily.
RESULTS
In these experiments 'ischaemic time' is the period during
which the kidney was devoid of a blood supply, and ex-
cludes the 24 hours' in vitro storage. Ischaemic time is thus
made up of the 3 - 5 minutes delay between nephrectomy
and storage, plus 20 - 30 minutes rewarming while the vas-
cular anastomoses are being completed after storage. The
ischaemic time averaged 30 minutes.
True success is the survival of a bilaterally nephrecto-
mized animal with a single, reimplanted, previously stored
kidney. Any comparison of the relative merits of various
storage procedures on histological grounds is arbitrary and
is largely worthless. Although ischaemia has a special
meaning in these experiments, in any attempt at in vitro
storage the organ is deprived of a normal blood supply and
is inadequately oxygenated to some extent.
In this series the relationship of functional capacity to
pathology was inconclusive. The histology showed a widely
varying picture, ranging from complete necrosis to tubular
degeneration only, or to a picture indistinguishable from
normal. Although the experimental procedure was stan-
dardized, significant microscopic variation was found with-
in each group. This may partly be due to the fact that
histological specimens were only taken from non-function-
ing kidneys, or those proven incapable of sustaining life,
and the post-storage time factor thus varied. The only ex-
ception was one successful survivor, sacrificed only for
histology. Renal biopsies were not performed.
storage. Left nephrectomy was not possible in any of these
animals.
Group JII--4 dogs. Cooling to 5° - lQoC with 3 ATA
oxygen; 24-hour storage. As in group H, left nephrectomy
was not possible.
Group IV-5 dogs. Normothermia with 3 ATA oxygen;
24-hour storage. In I dog a left nephrectomy was per-
formed later.
Group V-IO dogs. Cooling to 2° - SOC with 3 ATA
oxygen; 24-hour storage. Four animals underwent imme-
diate left nephrectomy and in 6 this was performed after
20 - 28 days.
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ISCHAEMIC TIME 34 MINUTES LEFT NEPHRECTOMY AT 24 DAYS
SIZE ST ST S S S S N N N N
Macroscopically and histologically, the entire kidney was
necrotic, with destruction of cortex and medulla.
Group IV (5 Dogs): 24-hour Storage at 3re (Room
Temperature) with 3 ATA Oxygenation
In this group, before vascular anastomoses, the kidney
was pale pink, altering to a normal, reddish-pink colour
when the blood supply had been reconstituted. Swelling
was moderate.
Thirty minutes later the colour was more dusky, but
still relatively normal. A small but significant amount of
urine was passed during the observation period. In 4
animals this flow was not maintained and the storage kid-
ney was removed within 5 days. In the remaining dog,
urine secretion continued in small amounts and, though
there were no specific indications, a left nephrectomy was
performed 26 days after reimplantation. This animal died
within 72 hours, from uraemia, though still passing small
amounts of urine.
The pathological features in group IV were not dis-
similar from those in group I, only being more severe.
Glomeruli were normal on the whole, with extensive small-
vessel thrombosis and massive tubular necrosis. There was
little histological improvement in the longest-surviving kid-
ney and no remarkable differences.
Group V (l0 Dogs): 24-hour Storage at r -5°e with 3
ATA Oxygen
The post-storage appearance of these organs was indis-
tinguishable from those in group I. With restoration of the
blood supply, the colour immediately became pink and was
still normal after 30 minutes.
A moderate size increase was noted during the 3D-minute
observation period, but wa~ less pronounced than in the
other groups. Urinary output was prompt and the urine
clear.
Simultaneous left nephrectomy was performed in 4 dogs
and all died from renal dysfunction within 6 days. In the
other 6 animals, the criteria for contralateral nephrectomy
were satisfied within 20 - 28 days after reimplantation. Two
of these dogs died within 14 days of left nephrectomy, and
are not considered survivors; in both, kidney sepsis was
uncontrollable.
In the 6 dogs in group V where late left nephrectomy
was performed, the parameters used to assess renal func-
tion before contralateral nephrectomy showed results far
superior to those seen in any other group. When the animal
was rendered wholly dependent upon the stored organ,
renal function was impaired for some days (Fig. 4). In 3
of the 4 survivors there was apparent complete return of
function eventually. These animals continued as though
autotransplants, without any intervening storage period.
The remaining survivor was alive and well 40 days later
but renal function was definitely subnormal, and at this
stage renal damage must be presumed to be irreversible.
Pathologically, group V can be subdivided into 3
groups:
1. The 4 animals which succumbed within 6 days of
simultaneous left nephrectomy.
Macroscopically there was nothing of particular note.
Microscopic examination revealed definite evidence of
ischaemia-focal areas of tubular destruction, predomi-
nantly of proximal convoluted tubules. Slight interstitial
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The results achieved in the sole survivor are detailed in
Fig. 3. Although present, renal function is subnormal and
at this stage damage must be presumed to be irreversible.
Groups II and III (8 Dogs): 24-hour Storage at _50 to
-JOoe of 4 Kidneys without Hyperbaric Oxygenation
and of 4 Kidneys with 3 ATA Oxygenation
There was no difference between groups Il and III in
the pathological or functional results. There were no sur-
vivors. The functional indications for left nephrectomy
never existed.
Before reimplantation, the kidney was frozen solid but
during rewarming in the dog's neck, became soft and pale.
Immediately after completing the anastomoses, the organ
became tensely swollen and blue-black in colour.
During the 3D-minute observation period, no urine was
passed and no noticeable colour change occurred. There
was no subsequent urinary output and, within 5 days, the
kidney was soft and obviously totally ischaemic. At this
stage it was removed.
C : CASTS ST : SWOLLEN AND TENSE N: NORMAL SIZE
P • POLYMORPHS S' SWOLLEN
Fig. 3. Chart showing renal function as assessed in the
only survivor in group I (after storage with hypothermia
alone for 24 hours). Marked residual impairment of func-
tion is present 20 days after late contralateral nephrec-
tomy (performed 24 days after reimplantation of the
stored organ).
function of the stored organ. Had these criteria been avail-
able, left nephrectomy would have been considered in only
1 of these 5 dogs (the only survivor in group I). The other
4 succumbed to uraemia within 4 days, although there had
been some urinary output (insignificant in amount as com-
pared with the output excreted by the survivor).
Postmortem revealed a swollen, congested kidney, blue-
black in colour, with apparent areas of massive sub-
capsular haemorrhage. Microscopically, whether death had
occurred within 14 days or 3 weeks of reimplantation, the
glomeruli were essentially normal. The predominant
damage was to tubules and there was massive small-vessel
thrombosis. In those animals where late left nephrectomy
had been performed, there was evidence of regeneration
with organization of small-vessel thrombi.
DOG 222. 24 HOUR STORAGE AT 2·C -8C
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DOG 508 24 HOUR STORAGE AT 2°(_5°( UNDER
3 ATMOSPHERES OF OXYGEN PRESSURE
ISCHAEMIC TIME 36 "'Nl, TES lEF7 NEP~qECTO"Y AT 23 DAYS.
oedema was pre ent and there was evidence of small·
ves el thrombosis on a limited scale. There was also a
suggestion of tubular cell vacuolation. The glomeruli were
normal, as was the general renal architecture.
Both here and elsewhere, the relative merits of various
perfusates have been studied:" Generally, it is agreed that
immediate perfusion of the resected kidney with a pre-
cooled solution is essential: ,•."
(a) to remove any remaining blood, p~eventing vascular
aggregation and thrombosis,
(b) to lower renal core temperature and so reduce the
metabolic processes and requirements of the tissues,
and
(c) to minimize or to prevent vascular spasm.
A Rheomacrodex/ Leostesin/heparin perfusate gives good
results."
Two points merit emphasis: Firstly, the kidney should
be perfused as soon as it is removed; secondly, the per-
fusion pressure should not exceed ISO mm.Hg."·I. Both
these points were strictly observed in this series.
In any storage procedure, the organ must be immersed
in some fluid during the period of total ischaemia. We used
a physiological solution with Rheomacrodex in saline as
the base, as in the perfusate. A tremendous amount of
literature is available on the many advantages and fewer
disadvantages of this low-molecular weight dextran solu-
tion. Although no comparison was made with other solu-
tions, Rheomacrodex was considered most suitable and has
not been disappointing."
Although survival of the animal with a single, stored kid-
ney is the outstanding feature of successful storage, other
parameters of renal function were also studied.
Reimplantation of the kidney after storage constitutes
autotransplantation and thus the rejection phenomenon
was never a complicating factor in assessing function.
Clinically, however, renal function of the stored organ
must be sufficient to make possible the diagnosis of
threatened rejection. In this series therefore, in addition to
the assessment of ordinary kidney function, it was also
necessary to investigate the possible exclusion by storage
of any of the important criteria indicating threatened graft
rejection.' Storage produced no definite signs which could
confuse the diagnosis of graft repudiation.
The successful use of hypothermia during certain surgical
procedures led to the investigation of its effects on indivi-
dual organ systems.""· Where operations involve prolonged
renal ischaemia, hypothermia tends to preserve kidney
function by depressing a variety of tubular mechanisms."'"
The reduction of oxidative metabolism during hypo-
thermia is a manifestation of the decreased velocity of
chemical reactions which occurs with temperature reduc-
tion." Hypothermia exerts a far greater depression of
oxidative metabolism in the kidney than in the body as a
whole."'" The relative changes in renal oxygen consump-
tion are greater than the alterations in total body oxygen
consumption."'" It has been estimated that at 5°C the
oxygen requirement of the kidney is approximately 5% of
normal, an almost incredible diminution."
There are many reports of successful hypothermic kid-
ney storage, usually for short periods of 6 - 8 hours:''''''
In addition, there are isolated reports of hypothermic
storage for up to 24 hours.'" In our series, there was one
survivor after contralateral nephrectomy at 24 days, an
animal which behaved so differently from the others in its
group that no significant conclusions could be drawn. This
dog was still alive 60 days after left nephrectomy but renal
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2. In the 2 animals which died within 14 days of a late
stage left nephrectomy, sepsis precluded worth-while obser-
vation.
3. Into the third pathological subdivision falls I of the
4 survivors which was sacrificed at 35 days, expressly for
histology. By the parameters of these experiments, renal
function was within normal limits. Pathologically, too. this
kidney was ostensibly normal, although there was still
evidence of tubular regeneration.
" , POLYMO~PHS S ' SWOLLE'l '", '~O~MAL SIZE
Fig. 4. Chart depicting renal function assessed in a typical
survivor in group V (after storage with hypothermia and
hyperbaric oxygen for 24 hours). Late contralateral
nephrectomy was performed (23 days after reimplantation
of the stored organ). Note the return of renal function to
within normal limits 8 - 10 days after the opposite
nephrectomy.
DISCUSSION
It was stated earlier that the only true indication of suc-
cessful kidney storage is the adequacy with which the
single, stored kidney is able to sustain life. In these experi-
ments, by the combination of hypothermia with hyperbaric
oxygenation, it was possible to retair, kidney viability dur-
ing the 24-hour storage period, but it functional capacity
after immediate contralateral nephrectomy was inadequate
for the animal's survival.
It appears that kidneys stored in this way require 2 - 3
weeks for the regeneration of traumatized tissue before
reasonable function can be expected. However, using these
2 methods in combination, it is possible to prevent irrever-
sible damage incompatible with life.
Once specific indications had been recognized, the timing
of the contralateral nephrectomy became easier to deter·
mine. These criteria were based on simple parameters, with
the exception of comparative assays of the urinary urea of
the stored organ and the dog's normal kidney. Differential
urinary secretion test were of significant value in gauging
function in these experiment ..
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function remained markedly impaired.
Hypothermia-especially in combination with other
techniques-is the most promising method to preserve
viable material required to achieve a state of animation
subsequently.".31
It is well known that tissues cannot survive long periods
in the ordinary frozen state,"'" but methods have been
evolved to alleviate the traumatic effects of freezing.35. 37
Currently, many tissues (including skin, glands, and cell
suspensions of semen and blood) may be stored by freez-
ing:s.+! As yet, no one has successfully frozen and resusci-
tated a large organ such as a kidney or a hea,t.
Without expounding on the theory of injury through
crystallization:' temperatures of -5°C to -lOOC were used
on the tentative supposition that hyperbaric oxygenation
might protect the organ during thawing." However, both
with and without hyperbaric oxygenation, when the kidney
was subjected to sub-zero temperatures, the cells were
destroyed.
The use of 3 atmospheres absolute of oxygen was em-
pirical. Most clinical and experimental work is done at this
level."'·s The obvious reason for supplying increased
oxygen tensions to a stored organ is to maintain satisfac-
tory oxygenation with total ischaemia. The actual supply
of oxygen to the kidney depends on gaseous diffusion into
the immersate-and so to the organ. Whether any oxygen
actually reaches renal cells via this route has not been
shown, to our knowledge. It has been proved, though, that
the kidney requires only 5~o of its normal oxygen supply
at 5°C.
Another reason for the use of hyperbaric oxygen was
with the idea of minimizing damage resultant upon thaw-
ing:' though unsubstantiated experimentally. This theory
did not apply as no improvement occurred, either patholo-
gically or in functional result.
In the conditions of this experiment, hypothermia is
singly of more value than hyperbaric oxygenation, to con-
clude from the functional rather than the pathological re-
sults. However, 3 ATA oxygen was of some benefit, as
shown when combined with hypothermia. However,
whether hyperbaric oxygen was used or not, once the kid-
ney was frozen, the injury to the cells caused by freezing
and thawing proved lethal.
The relationship of pathology to function is particularly
applicable when considering the histological differences be-
tween kidneys evincing a transient diuresis and totally
anuric kidneys. Studies by Oliver et at'" indicate that the
renal tubules sustain the major damage in the ischaemic
kidney. The regeneration of this type of renal damage in-
volves the restoration of morphological and functional
integrity to the tubular units. Transient diuresis is inter-
preted-and histologically confirmed-as evidence of tubu-
lar damage, whereas glomerular damage can also be shown
in anuric kidneys."
The importance of immediate renal function has already
been stressed. In clinical practice it is essential not only to
diagnose threatened rejection without doubt, but also for
the patient to derive maximum immediate benefit from the
transplanted organ. Neither of these requirements would
have been satisfied by the clinical application of these
experiments.
Currently, perfusion techniques are combined with hypo-
thermia and hyperbaric oxygenation in an effort to im-
prove immediate functional results, so that stored organs
will be capable of life-sustaining function as soon as im-
planted. This work will be the subject of another article.
SUMMARY
A system for storing canine kidneys for 24 hours is presented.
Using hypothermia with hyperbaric oxygen, immediate post-
storage function is inadequate. Only if contralateral nephrec-
tomy is delayed for 2 - 3 weeks is animal survival possible with
the stored kidney alone.
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SOME OBSERVATIONS 0 THE ACUTE ABDOMEN IN CHILDREN
MICHAEL KnIT " M.B., B.CH. (RAND), F.R.C.S. (EDl .), Department of Surgery, University of the
Witwatersrand, Johannesburg
TABLE I. DIAGNOSIS OF CAUSE OF ABDOMINAL PAIN I 285 CASES
Total 285
of the patients suffered from acute appendicitis, approxi-
mately one-quarter had mesenteric adenitis and about one-
quarter were discharged without a definite diagnosis being
made. The series will be examined in more detail:
1. Acute Appendicitis
Thi diagnosis was proven III all cases by laparotomy
7 8 9 10 11 12 1365
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age incidence as reported by other authors.' It will be noted
that appendicitis in children appears to be more common after
the age of 11.
(b) Monthly incidence. This is depicted in Fig. 2 for the 2
consecutive years. It will be noted that during only one period
and histological examination of the appendix except for
4 patients who presented with an appendicular 'mass' or
abscess and who were initially treated conservatively.
(a) Age incidence. The ages of the children with acute
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Fig. 2. Monthly incidence of acute appendicitis.
(August - Septem)Jer 1963) was acute appendicitis particularly'
cOffi!llon, a~d thiS was not the same in the previous year. It is
the ImpreSSIOn of many surgeons that acute appendicitis occurs
'i~ runs' 2 O! 3 ~imes a year. Though the numbers are small,
thiS observatIOn IS not borne out by this series nor is it shown
that 'runs' of acute appendicitis occur in association with virus
epidemics as is commonly believed.
(c) History. An analysis was made of 5 factors in the
~istory .of patien.ts suffering from acute appendicitis, viz. mid-
h!le cohc pre.cedIng the pain in the right iliac fossa, vomiting,
diarrhoea, unnary symptoms and a history of previous similar
attacks (Fig. 3).
A history of mid-line or generalized visceral pain at the
~>nset of the attac~ appears to be not as frequent as that found




















The pattern of the acute abdomen varies according to
age. In infants and children it may be classified into the
following groups:
(i) Neonatal period (up to 3 months of age). This is a
highly specific group of cases and consists mainly of
perforation or obstruction of the alimentary tract, usually
due to congenital abnormality.
(ii) 3 - 12 monrhs. The predominant problem in this
group is intussusception. Other surgical causes are un-
common and, as a rule, unusual in nature.
(iii) 1 - 3 years. The acute abdomen is comparatively
uncommon in this group, which is fortunate since the
diagnosis is frequently difficult to. make at this age. The
cause is often 'medical' in nature. Acute appendicitis is
not a common entity at this age.
(iv) 3 -13 years. Here the acute abdomen appears to
fall into a fairly constant pattern and this review indicates
the experience gained in this age-group at the Transvaal
Memorial Hospital for Children, Johannesburg, over a
2-year period ( ovember 1962 - October 1964) and pro-
vides some observations made on these patients.
ANALYSIS OF CAUSES OF ACUTE ABDOMI AL PAl'
The series consisted of 285 White children aged 3 - 13
years admitted as emergency cases with acute abdominal
pain as the predominant symptom. The cases were conse-
cutive and unselected. Two groups of cases are specifically
excluded, viz. (1) those with a history of abdominal
trauma, and (2) non-emergency cases of recurrent abdomi-
nal pain admitted for investigation. Obviously, however,
many patients in the series under review had a history of
previous similar attacks of abdominal pain.
The final diagnosis in the 285 patients is depicted in
Table 1. It will be noted that approximately one-quarter
